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A 31-year-old man with infective endocarditis of the aortic and mitral valves underwent double valve replacement, following which he initially made an uneventful recovery. Fifteen days following surgery he developed a rapidly progressive left hemiparesis due to an intra-cerebral bleed from a ruptured mycotic aneurysm. He underwent emergency craniotomy with evacuation of intracerebral haematoma and made a complete recovery, both from neurological and cardiological point of view.
Case report
A 31-year·old man was admitted with a 4·month history of fever, night sweats, one stone weight loss, myalgia and arthritis. On examination he was pyrexial with a fever of 40°C, had splinter haemorrhages, finger clubbing, Janeway lesions, sub-conjuntival haemorrhages, splenomagly and cardiac murmurs of aortic and mitral incompetence. A diagnosis of infective endocarditis was confirmed with the isolation of Streptococcus viridans in multiple blood cultures. Despite appropriate intravenous antibiotics, his fever persisted with progressive signs of cardiac decompensation necessitating emergency cardiac surgery. Both aortic and mitral valves were replaced with mechanical prostheses. He made an uneventful initial postoperative recovery with complete resolution of his pyrexia. Systemic antibiotic therapy continued in the postoperative period and anticoagulation was maintained within therapeutic range. On the twelfth postoperative day he developed recurrent fever, accompanied by rigors. Multiple blood cultures proved sterile and abruptly, on the third day of the return of fever,he developed a dense left hemiparesis, neck stiffness and left homonemous hemianopia.
CAT scan of the brain (Figure 1 aneurysm as the source of the haematoma with two further small mycotic aneurysms related to the middle cerebral artery ( Figure 2 ). Despite full measures to reduce intracranial pressure, his right pupil began to dilate and an emergency craniotomy was performed. At operation a large, thick-walled, laminated haematoma was evacuated from the right parietal region. Culture of the haematoma proved sterile.
Following craniotomy he made a full neurological recovery. Six weeks after surgery four vessel cerebral angiography demonstrated complete resolution of the aneurysms demon. strated in the initial angiogram.
Discussion
Neurological sequelae are recognized as some of the most life threatening complications of infective endocarditis in both treated and untreated patients. The incidence of neurological complications of between 20% and 40% in patients with infective endocarditis has remained remarkably constant.
Mycotic aneurysms of cerebral arteries are present in 2-10% of patients with infective endocarditis and account for 2.5-6.2% of all intracranial lesions of this type'. Those that rupture may destroy and obscure their presence during the massive haemorrhagic damage to the brain tissue that follows-" and carries a fatality rate of 80%2. Cerebral embolization frequently precedes rupture of these mycotic aneurysms'':".
Mycotic aneurysms often begin to develop in the early stages of infective endocarditis but may not rupture until many weeks or months after apparent recovery's". Many studies have documented, by serial angiography, the disappearance of cerebral mycotic aneurysms following successful antibiotic therapy':". The anti-spastic drug baclofen exerts its therapeutic effect by acting as a GABA (gamma-aminobutyric acid) agonist at GABA-B receptors'. The effect probably occurs through inhibition of release of the excitatory amino acid neurotransmitters glutamate and aspartate and/or is mediated through an increase in K+ fluxes in neurones. The end result is a suppression ofboth mono-and polysynaptic reflexes. Baclofen has a strong synergistic effect with carbamazepine. Two brainstem injured individuals with spastic quadriplegia were given baclofen and carbamazepine in combination with dramatic improvements.
Case reports Case 1
A 31-year-old woman developed acute hydrocephalus due to aqueductal stenosis in October 1987. She received a ventriculo-peritoneal shunt which was removed the following year due to infection. During air transportation she suffered a brain herniation and arrived at a foreign hospital comatose and quadriplegic. The intracranial pressure was controlled with external drainage until a new shunt system was Correspondence to:Dr H Fodstad, 100Lattingtown Road, GlenCove, Ny 11542-1243, USA inserted. In November 1988 the patient was transferred back to our institution. Upon re-admission she was totally unresponsive with a severe spastic quadriplegia including contractures of all four limbs and facial muscle spasm. CT brain showed central and cortical brain atrophy. She had two episodes of deep coma with increased general rigidity and shallow breathing (brain stem seizures"), Emergency tracheostomy was performed and the patient was rescued. Over the following months the patient's condition remained unchanged. Repeat CT examination did not show any interval change.
In July 1989 the patient was given oral baclofen (Lioresal) in increasing doses to 80 mg daily in addition to 600 mg carbamazepine (Tegretol) daily. Within 2 weeks her level of consciousness gradually started to improve and in parallel she started moving her contracted limbs. Within the next few months there was a dramatic resolution of her spasticity. She could finally be discharged home in January 1990. By then she had regained normal strength and function in all four limbs and was able to walk unassisted without any difficulty. Her mental functions had normalized and she could read, write and speak normally. Another CT brain in April 1990 did not show any interval change. From being a case of an autonomic survivor in a vegetative state with decerebrate rigidity she had become a functional individual with a fully acceptable life quality.
Case 2
A 21-year-old woman was involved in a road traffic accident in December 1989. Upon admission she was in deep coma (equal to sum Glasgow Coma Scale scores 3/15) and haemorrhagic schock. She had no palpable pulse and showed gasping respiration. An emergency laparotomy revealed rupture of liver and spleen with a mesenterial haematoma. The patient was transfused with more than 50 units of packed cells and other blood products. A CT brain in the acute stage did not disclose any major traumatic intracranial lesion. She was on continuous ventilatory support for 4
